Proceedings of the Royal Society of Medicine 88 forwards and to the left, but mainly forwards. It is adherent to the pleura and surrouinding lung, and opens into the left ventricle through an aperture in its anterior wall near the septum. The cavity is filled with organized clot. The wall of the aneurysm is very thin, and appears to consist almost entirely of pericardium and adherent structures. The ventricular muscle surrounding the orifice of the aneurysm is composed of dense white fibrous tissue, i.e. old infarct. At the apex is a second smaller sac about 4 cm. in depth, and 56 cm. in circumference. The thin wall of the sac appears to be composed mainly of fibrous pericardium, and the cavity is filled with organized clot. The aneurysm is pointing downwards and to the left, and is adherent to the diaphragm. This aneurysm was not visualized on the screen, since the lower limits of the left ventricle were not defined by distending the stomach with gas. The left coronary vessel was relatively small and was opened in the first few centimetres of its course. It was narrowed and atheromatous, and disappeared into the aneurysmal sac. No thrombosis was visible between the aorta and the origin of the sac. The right coronary vessel was patent, and larger than the left, its walls being smooth.
Whilst cardiac aneurysm is a fairly common lesion met with at autopsy, its recognition in vivo is not common.
I am indebted to Dr. Bedford and Dr. Keith for their help on the pathological side.
[In addition to the illustrations reproduced here, serial skiagrams, and electrocardiograms, and a drawing of the post-mortem specimen of the heart (posterior view), were shown at the meeting.]
H. M., aged 16, second son of a farmer, was seen at his home on June 26, 1933. He had had a cold a month previously, and was noticed to have been running an evening temperature ever since. He felt perfectly well and said he would carry on with his normal work if not prevented from doing so.
Condition on examination.-Pulse 96; temperature 100.20F. Tongue slightly coated ; teeth good; no obvious glandular enlargement in neck, axille, groins or abdomen. Area of cardiac dullness and sounds normal; no alteration of percussion note discovered in chest ; auscultation also normal. Tonsils natural; maxillary antra and frontal sinuses equally translucent. Movements of limbs free and normal in all directions. During Augusta slight dorsal scoliosis to the left was noticed and as the boy continued to run a temperature, in spite of rest out of doors, creosote capsules were givenoby mouth and by inhalation. I saw him early in September with Dr. G. S. Haynes (Cambridge) who agreed as to the diagnosis and suggested a continuation of the outdoor treatment and daily injections of transpulmin intramuscularly for a fortnight.
By mid-October the temperature had settled. X-rays still revealed the same area of irregular density at left apex. Breathing exercises were initiated. 29.12.33.-W.B.C. 24 ,000: polys. 87-5% ; eosinos. 0-5% ; basos. 0 5%; lymphos. 11%; hyals. 065%.
The patient nevertheless feels perfectly well; he has never had any symptoms or sputum. Dr. F. J. POYNTON said that it was an interesting coincidence that recently in his adult wards at University College Hospital, and also among his patients at the Hospital for Sick Children, Great Ormond Street, he had seen some most puzzling cases of massive dullness over the lower lobes of the lungs. In three cases this was accompanied by considerable fever. In one which was explored the needle penetrated a resistance of mossy consistence, but there was no pus. The course had been long and the massive dullness remained after the fever ceased. The radiographic appearances were striking. He had not yet convinced himself of the correct diagnosis in these cases but in one fatal case in a child, the upper lobe was solid, with a subacute pneumonic change, and subpleural small abscesses had finally infected the entire pleural cavity.
[ May 11, 1934] Physiological, Pathological, and Clinical Aspects of Diseases of the Gall-bladder By CHARLES NEWMAN, M.D.
[ABSTRACT]
THE function of the gall-bladder-to store up and deliver bile in the manner most advantageous to the process of digestion-is conventionally divided into the motor and concentrating functions. Between meals the little terminal sphincter of Oddi in the tip of the papilla of Vater is closed by sympathetic innervation and bile flows into the relaxed gall-bladder where it is concentrated and stored. After a meal, vagal activity contracts the gall-bladder, which fills the fibro-elastic common duct, relaxes the sphincter, and sets the detrusor muscle of the ampulla into peristaltic activity, emptying the bile into the duodenum. Excessive vagal activity, which may be due to many causes, produces spasm of both gall-bladder and ampulla, and, as the ampulla is by far the strongest muscle in the system, the result is complete stoppage of the bile flow.
The abnormal physiological processes which lead to symptoms are very similar, whatever the disease producing them, and therefore the clinical pictures of diseases of the.duodeno-biliary region tend to resemble one another.
Cholecystitis may be conveniently considered under three headings: (1) Acute cholecystitis, which is an acute abdominal emergency best treated by operation, although, when necessary, it can sometimes be successfully treated medicinally.
(2) Chronic cholecystitis with gall-stones, which is a common cause of dyspepsia and which may be alleviated, but not cured, by diet and the administration of belladonna and bile-salt. (3) Chronic cholecystitis without stones, an uncommon
